INTRODUCTION
Mental ill health is designated as one of the largest future health problems in the Western world. 1 2 In the summary report of the European-wide ROAMER study, a roadmap for public mental health research, 3 the first priority area focuses on positive mental health, protective factors and well-being. The second area underscores the need for an interdisciplinary perspective for understanding mental health complexities. The third area calls for strengthening the understanding of cultural factors (ie, ethnicity, religion and value systems and nationality) relevant for public mental health. Attention to this third area in dialogue with the first and second provides the overall framework here.
Strengths and limitations of this study
▪ This study on experiences of mental ill health is qualitative and contributes original empirical data on an understudied minority within an ethnic majority, that of devout Christians in a highly secular context. ▪ The participants represent a broad variation regarding symptomology, diagnosis, gender, age, class, sexual identity and denominational affiliation, while also reflecting the cultural dominance of Lutheranism in the Swedish society. ▪ The project was performed by a multidisciplinary team, with long clinical experience of treating mental ill health. ▪ An interviewer well aquatinted with the participants' religious belief system proved important, increasing trust for participants and providing a rich material, but also increasing the risk of shared blindness to certain aspects. ▪ For ethical reasons, we chose to include only participants relatively stable in their illness experiences, implying that some experiences may have been forgotten or too difficult to raise in the interviews, a fact that might have had an impact on the results.
Mental ill health is classified as descriptive symptom diagnoses according to either of the two operative systems ICD or DSM, implying that understanding symptom expression needs to be sensitive to differences in culture, social groups and systems of meaning. Attention to existential information as part of cultural information in the diagnostic process has been emphasised in person-centred mental healthcare by the WHO 4 and in the new DSM-5. 5 In Western countries, an attempt to explain the complexity of mental ill-health causation is the biopsychosocial model. 6 The model has become established not least in mental health contexts, though the definitions and operationalisations of the concepts vary in different cultural contexts. It has also been criticised as insufficient, since it does not account for the individual's underlying meaning system which affects development and interpretation of symptoms. 7 8 Though meant to offer a more complete and integrated understanding, its operationalisation into separate components might lead to the opposite, losing sight of the lived body marked by all experiences. 9 Inclusion of an existential component, as central for the integrating process, has begun to gain attention in mental health contexts. 7 Healthcare researchers in Scandinavia suggest integrating the biopsychosocial model with existential meaning-making, understood in cultural context. 10 11 Existential meaning-making here includes all types and expressions of how meaning is made, such as traditional religious expressions, other worldview expressions including atheism or more privately constructed expressions of spirituality. 10 12 13 The model is referred to as biopsychosocio-existential.
14 There are two primary reasons for using this model. First, a wide variety of existential meaning-making is encountered in mental health work in these countries. Second, access to such information provides important knowledge for interpreting the model's other components.
Sweden has become one of the most secular cultures in the world in the sense that the functions of religious-thinking, behaviour and institutions have changed or that their social significance has been reduced. 15 16 In 2008, only 17% of respondents answered 'yes' to the question 'Is religion an important part of your daily life?' constituting the second lowest result among 143 countries. 17 Thus, devout Christians among ethnic-Swedes can be understood as an overlooked minority group mainly belonging to Christian Lutheran denominations. 18 Meanwhile, most ethnic-Swedes though technically members of the Church of Sweden view Lutheran Christianity as a part of their cultural heritage-but not as a belief system that influences daily living. 19 Secularism also characterises the healthcare system, often viewing this type of existential information as unimportant for medical practice. Even in palliative care, where existential concerns are understood as essential components of holistic care, there has been uncertainty about how to deal with them in Sweden. This is connected to a fear of violating patient privacy. 20 21 In our own work within general practice and psychiatry, we have encountered patients wanting to talk about existential concerns in relation to their suffering, but with the experience of this wish not being recognised. 14 2 23 Since this study focuses on a group that is devoutly religious and belonging to the majority secular culture, we will look particularly at the results of studies concerning religious worldviews. Addressing religious issues has since the beginning of the 1990s become an important and growing component in mental health research in western world contexts. [24] [25] [26] [27] This research has been conducted primarily in countries such as the USA where religion is part of the dominant culture. 27 Religious faith has often, but not exclusively, been identified as having a protective effect, or facilitating coping in relation to, for example, depression, substance abuse, schizophrenia, psychosis and suicide. [24] [25] [26] [27] [28] [29] [30] [31] However, religious faith also, mainly in European contexts, has been identified as a risk factor for mental ill health. 32 33 It can create internal and external conflicts for patients with mental ill health, 29 34 influencing motivation to seek treatment and compliance. 35 Religious beliefs and practices are considered important to public mental health promotion. 36 37 Very little research has been conducted in Sweden and Scandinavia regarding religious or other worldviews and mental health. 10 12 13 Most studies are related to immigrant groups with different ethnicities. The few studies concerning ethnic-Swedes described a wide variety of worldviews, including religious, as possible resources in relation to mental ill health, 38 39 as well as that Swedish patients wanted to talk about their worldviews in their contacts with healthcare. [39] [40] [41] [42] Mental ill health is increasing in Sweden. 43 44 Of patients in primary care, 20-30% suffer from symptoms of psychological distress and anxiety, and depressive emotions are common in the population. 45 46 In light of these challenges, we conducted a study of devout Christians from the ethnic-Swedish majority population, having suffered from mental ill health: their experiences of illness, treatment and interaction with the healthcare system. The term devout here means that their cultural and existential meaning-making has informed their decision-making processes and their interpretations of illness and health. 47 48 The choice of this minority group from the ethnic-majority culture was made due to their marginalised status in the culture and absence in mental health research. The overall purposes for the research were as follows: 1. To create a deeper understanding, in a Swedish secular healthcare context, of meaning-making in an ethnic Swedish group of Christian patients with mental ill health, not earlier investigated; 2. To acquire further knowledge regarding the importance of access to patients' systems of meaning-making in relation to mental ill-health concerns.
In this article, we present the first part of a larger study. The research question in this substudy was:
What meaning did their Christian faith have for the participants' experience and understanding of mental ill health?
METHOD Setting
To answer the overall study's questions, we chose a qualitative method, based on in-depth interviews with persons with an ethnic Swedish background. Criteria for participation were that they defined themselves as devout Christians, were actively involved in a congregation and had experienced mental ill health of any kind to the degree that such led to contact with the healthcare system.
Recruitment and sampling
Participants were recruited mainly with the help of leaders of congregations in different parts of Sweden. The leaders had, through their work, contact with people that matched the study criteria and were invited to ask some if they were interested in receiving information about the study. The leaders were not informed whether they later chose to participate. For those interested, an information letter was posted and a telephone call was made 2 weeks later. Two men and one woman then declined participation. Two were recruited through another participant, the so-called snowball method, 49 and two were recruited through acquaintances. The participants were informed that they at any time, and without providing a reason, could choose to leave the study.
A purposeful sampling strategy was used to obtain a wide range of experiences. Denominational affiliation was considered essential, as denominations have different theological profiles and represent different Christian traditions and rituals. More women than men are active congregation members, and more women are diagnosed with mental ill-health concerns, which is why a balance 
Data collection and analysis
We, the researchers, are general practitioners (AF, Ale, ALi) and a psychologist (VDM) with many years of experience in meeting patients with mental ill health. One of us (ALi) conducted all the interviews. The participants declared that they preferred to speak to a person well acquainted with their belief system. This also proved important to understand fully their vocabulary. The interview topic areas were: (1) experiences of being afflicted by mental ill health, (2) thoughts about what can bring relief and cure, (3) experiences with receiving healthcare and (4) the importance of faith for all of this. The interview topic areas encompass all areas in the larger study; focus here is given primarily to the first topic, together with the fourth. All interviews covered the four topic areas. In order for each participant to approach the topics in her or his own way, the interviews took the form of conversations, in which the informants' own thoughts, experiences and associations were given priority. Two participants were interviewed twice, the others once. The interviews lasted 60-120 min, were audio-recorded and printed verbatim. They were analysed through systematic text condensation (STC), a method inspired by Giorgi's phenomenological analysis method. 50 The procedure included four main steps: (1) reading and re-reading all interviews to get a total impression and create themes related to the research question, (2) identifying and sorting meaning units relevant to the themes (coding), (3) capturing the meaning of codes and subcodes through creating artificial quotes in first person and (4) creating analytical descriptions and concepts. This work involved several reading and discussion rounds among all the researchers before reaching the final results, which reflect a high level of inter-researcher agreement in the coding, selection and analytical description processes.
A preliminary coding was performed parallel to conducting new interviews. The material gradually became large and comprehensive, and the last interviews gave rich illustrations but without leading to the creation of new themes. It was also important to avoid an unwieldy amount of material. 51 We therefore sought no additional informants after having interviewed 17 people.
RESULTS

These are reported under three main categories:
'Relationship with God', 'Symptoms and existential meaning-making' and 'Explanations of illness', with subthemes as follows in text and tables. A working hypothesis that experiences would differ based on denominational affiliation was not supported by the material and is not accounted for here.
God was by most participants referred to as 'he', with only one exception when a gender-neutral term was used.
Relationship with God
Many had felt that 'God was still there' despite severe anxiety and depression, and this had protected them against the overwhelming loneliness that illness otherwise implied. The conversations with God, prayer, constituting the basis of the relationship, could continue and often intensified. God's presence gave comfort, the possibility 'to just collapse in his arms', and sometimes relief during a psychosis. The relationship became a 'lifeline' that permitted human dignity and self-image to be preserved intact. For others, the experience was the total opposite; God turned away from them. They felt abandoned.
Asymmetries in the relationship
Their relationship with God was unequal. Many described God as a father and helper, strong and with many resources. The feeling that 'for God all things are possible' could give hope of recovery. Unexplained help, for instance when money turned up in times of economic distress, was seen as a sign of God's care. At other times, the help could be through an internal strength to endure and evolve as a person. Gratitude for such help was great. Conversely, disappointment, and sometimes anger, was great when God did not answer their prayers for help. Some felt 'betrayed' when afflicted by mental ill health, a difficulty in which they could find no meaning.
Some participants believed that God had a specific plan for their lives; they had received a 'calling' to be of use in a particular way. This could be understood as a promise from God, giving hope through the idea that 'God believes in me when no one else does'. For others, the calling instead implied expectations that they could not meet. Some experienced God as a judge. If they had failed in living by the moral standards that they perceived God represented, for example, concerning alcohol or sexuality, the shame of their failures created a distance in the relationship or a need to 'hide from God'. Disappointing God's calling, or seeing God as a judge, aroused fears of God's response to them after death, when they stood before God's court.
Movements in the relationship
The relationship with God was dynamic and changing over time, which was of great importance, sometimes crucially so for recovery. The view of God could change, from the stern and judgmental to the patient, merciful and full of grace. When such happened, burdening demands were lessened; anxiety and psychotic symptoms abated and suicidal thoughts were kept at a distance. For those who felt betrayed by God, the possibility of showing strong negative feelings in God's presence was perceived as part of a healing process. For representative quotations, see box 1.
Symptoms and existential meaning
Usual symptoms and their existential meaning Participants described well-known symptoms of mental ill health that struck them. For many, the symptoms also had an existential meaning. Feelings of guilt and shame made them doubt their right to be God's child. Perhaps God's infinite mercy was finite for them. Existential interpretations framing psychotic delusions could be very frightening; they thought that they prevented God's presence and were unworthy to be in God's or other Christians' vicinity. In isolated cases, psychotic experiences were interpreted as a support from God that relieved anxiety.
Thoughts of suicide had plagued several. Some had spoken with God about their death wish and asked God to intervene and 'take them home'. Others thought that God should have been merciful and received them into his arms if they chose that escape. Two participants had experienced God's intervention when they were about to commit suicide. They saw this as a sign of God's care and assurance that their life remained worthy to be lived. For others who had strong internal standards that a child of God should feel gratitude and joy in life, the discrepancy between norm and feelings became too large, and their shame intensified. This ultimately also could be protective towards suicide; they were not able to make God even more disappointed.
Existential consequences
In addition to their symptoms, the informants described how their faith life was affected negatively by the illness. This concerned important things in their everyday life as devout Christians.
Many were not able to attend church services, they were too tired, felt they no longer fit in or were ashamed of their illness. The consequences represented more than only a lack of social interaction; the loss of a way to express their faith and spend time with God. Someone described it as 'losing her spiritual home'. Fatigue and apathy could interfere with reading the Bible and spiritual exercises, which strengthened the feelings of loneliness and failure. Not having the energy or ability to pray, to express themselves in words, was particularly difficult. For some, prewritten prayers or knowing that friends in the congregation prayed for them became a replacement. For others, the inability to pray brought a strong fear that their most important relationship was broken. For representative quotations, see box 2. 
" (P13)
Movements in the relationship "It was like I had myself to blame, that I was on the wrong track, and God was that stern parent that would discipline me. I was to be disciplined. There was always an element of dissatisfaction, I never was fully sufficient.
[…] That my view of God changed so much for the better made it possible for me to feel so much more at home in real life, so to speak." (P10) "I was angry at God, too, of course. Why are things the way they are? Why are our children sick?… Then you fight with Him. And that is also healing." (P2) … but even if you are heading for the kingdom of the dead God is also there." (P17) "Also this, yes the feeling of not wanting to live anymore was very strong. (crying) …and it is still there now and then, and that I feel this, this is also very shameful… To not, to not experience joy in life, that is actually shameful. Especially if one is God's child…" (P16) Experiencing existential consequences "I put the Bible in a drawer, because I couldn't bear, I felt so badly that I could not bear to read it." (P17) "Besides that in one way being barred from participating so much, it is also… there are no songs of praise inside me in some way. It seems hypocritical to stand there singing: "God how happy I am." (P2) "I still fight, somewhat, with this, with the silence. This NOTHING all those years." Interviewer: "The Silence?" "Yes, from God to me, and, back to God in some way." (P14)
Explanations of illness Biopsychosocial explanations As explanations for their illness, informants reported a general acceptance of biopsychosocial explanatory models found in Western medicine. Explanations cited included abuse in childhood or adulthood, heredity, somatic illness, life crises in adulthood and extreme stress at work or in connection with a child's illness. Some named bullying because of their Christian faith or in the congregation because of a bisexual orientation, as ( partial) causes. The view that people can suffer from mental ill health without any directly identifiable cause also was voiced.
Existential explanations
There also emerged explanations based on the participants' Christian faith. These concerned the relationship with God; that they had not trusted unreservedly to surrender themselves into his hands, that they had been disappointed in him or that they had had a frightening view of God with too strong internal demands to 'work for him'. This included thoughts about lacking 'sanctification'; that they had not sufficiently devoted themselves to specific spiritual exercises that shape character. There were also thoughts that suffering is a part of the Christian life.
Several participants described explicitly existential explanations, based on the perspective of a good and evil existential world; demons could attack or 'possess' a person. An attack implied a serious but manageable problem, and integrity could be preserved. Those who believed that demons took over the person inside described huge fear.
Duplicate explanation-consonance and dissonance Most participants included a biopsychosocial and an existential explanation, but the fit and the valence varied. Three distinct patterns were identified. They were dynamic; the same individual could at various times and circumstances show evidence of different patterns operating.
(a) Comprehensive thinking and consensus In this pattern, existential and biopsychosocial explanations were integrated. The human being was seen as a whole, composed of spirit, soul and body; if one part was affected, so was the whole person. This approach led to cognitive consonance; an internal correspondence between meaning systems that were experienced as consistent and therefore stable.
(b) Division and parallel functions Existential and biopsychosocial explanations existed parallel to each other. One's own mental illness could be explained by biopsychosocial factors or existential. Of fundamental importance was an existential purpose for the illness; God used the experience to form the person towards greater maturity. This brought meaning and security and led to cognitive consonance because everything, regardless of explanatory model, was understood as a part of God's plan.
(c) Division and competitive functions This approach meant a clearer division and competition between these two explanatory models, and it was important for individuals to understand where their own symptoms belonged; were they due to shortcomings in the person's spiritual exercises or to 'hormonal imbalances in the brain'? The result was cognitive dissonance, where two meaning systems clashed and inner loyalty conflict arose. If the person accepted the biopsychosocial explanatory model, there was a sense of having betrayed the principles of faith. If the person instead used the existential explanatory model, feelings arose of not being able to rely on their intellect, their schooling or healthcare. For representative quotations, see box 3.
DISCUSSION
Summary of main findings and comparison with existing literature Our study of individuals from the religious minority group of devout Christians from the ethnic-Swedish secular majority population shows that their religious worldview was essential to their individual experience
Box 3 Quotations for 'Explanations of illness'
Biopsychosocial explanations "The thing was that I was a victim of abuse. My father could not set limits. So he abused me. Because I was so affectionate and he could not control himself. And then my brother as well." (P8) "I have mental illness in my family. That is there. So I have, I have a psychological vulnerability if I say so." (P10) Existential explanations "In my experience when one has started using drugs and becomes an addict one absolutely becomes influenced by a demonic force that does not want one to stop taking drugs. That wants one to totally lose faith and commit suicide as a way out in the end." (P11) "This darkness that I have inside. And it is truly like, it feels like the Devil himself has come, baaarrrcgh! (Makes a face and spreads out her hands in front of her.) And I just swear, I just curse, it just rushes out of me, black. Black, black, black." (P8) Double explanations-consonance and dissonance (a) "And for me this is nothing problematic, as I see it this way. It [the illness] is both spiritual and of course psychological also." (P5) (b) "It is no punishment, and I do not believe that, that God wants us to have illnesses, absolutely not. Instead He, He lets it happen. He lets it happen and, and has a, something good comes from it. You know, He has a plan with allowing things to happen, so to speak." (P10) (c) "But if one is doubtful about… I sometimes thought that it is almost, you know, a question of which leg to stand on? How…can one believe that Freud was right? …The entire worldview. If one has to…I think that sometimes maybe one believes that just to receive help from psychiatry one needs to buy the worldview that it is built upon." (P1)
and understanding of mental health and ill health. Though a seemingly homogenous group, the results also show important individual variations. In relation to the public mental health ROAMER research agenda frame, 3 the findings make several contributions. First, they expand the area of culture through exploration of a religious minority group of the dominant culture in a primarily secular context. They point to the need for planned strategies that focus on individual, group and societal aspects for public mental health promotion. 52 Second, the findings identify specific experiences of existential meaning that appear to support well-being and might function as protective factors. This does not obscure or negate other experiences of existential meaning that might be analysed as risk factors. Different experiences of existential meaning, even for the same individual, might contribute to protection and risk. Third, findings point to the need for the inclusion of existential meaning information into a holistic and integrated clinical model for understanding patients' perceptions and explanations. The perception of a living relationship with God, often seen as the most important of relationships for the participants, needs to be included in the social as well as the existential components of the model.
For the participants, the interactions of biopsychosocial and existential explanatory systems of illness causation were varied and not infrequently involved painful struggles with what weight to give them. The three different patterns of interaction identified: (a) comprehensive thinking and consensus; (b) division and parallel functions; and (c) division and competitive functions, contribute a working clinical typology. Participants holding worldviews where existential explanations competed with medical explanations often experienced very difficult situations, making it also difficult to build a trusting therapeutic alliance. Here, understanding of their cultural context might have located additional resources for use in the treatment process. 24 53 54 The participants' view of God, as well as their explanatory models, were dynamic over time, which was perceived as important for recovery. In line with earlier findings, these perceptions were unique to the individual and did not depend on denominational affiliation. 55 The typology identified here can assist mental health professionals to work person-centered, influencing how patient narratives are heard and used. The typology supports the need for inclusion of cultural and existential information as emphasised in the DSM-5, and especially the field study findings of the clinical instrument, the Cultural Formulation Interview (CFI), 56 showing relevance for diagnostic and treatment processes.
New findings
The study shows that each individual's way of making existential meaning is vital to his/her experiences and explanations of mental health and ill health. The finding of the significance and diverse meanings of a relationship with God brings a new category of relationships for exploration in relation to mental ill health. The study contributes a new typology for assessing how a patient's existential meaning informs his or her understandings of the illness experience. The study shows the need for a more integrated model, including an existential dimension, for culturally informed research and clinical practice.
Strength and limitations of the study Most research in the area of existential information and mental health is quantitative. As this study concerns an understudied minority group, we consider a qualitative approach important in order to reflect the complexity of the topic 20 and to create conceptual knowledge to generate hypotheses for further exploration in larger, quantitative, studies.
In Western European contexts, research on cultural aspects of health has often focused on ethnic minorities. We wanted to pay attention to a rather 'invisible' subgroup of the ethnic-majority population whose needs in healthcare risk being ignored.
Of the 17 participants, 14 belonged to Lutheran Christian denominations, the branch of Christianity that largely dominates in Sweden. Owing to our sample, transferability of findings by nature is limited.
We consider it a strength that the interviewer was fully accepted as 'one of us' by the participants. This yielded rich and trustworthy information that would have been difficult to gain otherwise. The continuous discussion among all of the researchers was essential for clarifying concepts and for a deeper majority cultural understanding of this minority religious cultural framework.
Implications for policymakers and clinical practice WHO recommends a person-centered approach in healthcare, 4 but existential questions have long been regarded as unimportant or even offensive, and therefore avoided, in secular healthcare contexts. Our study, in line with other research, shows that important information regarding mental ill health and resources for recovery is lost, if person-centered care does not include patients' central systems of meaning-making. The results support the need, in clinical practice, for accessing cultural and existential information for all patients.
It is not possible, nor necessary, for healthcare workers to know about all the various types of existential meaning-making that exist in our increasingly multicultural societies. Instead, the challenge is to develop routines for obtaining existential information about the individual patient and for assessing how this might influence his/her health.
In light of this, and for the purpose of public mental health promotion, we consider it important for the healthcare system, not least within psychiatry and primary care, to integrate the biopsychosocio-existential dimensions into culturally informed clinical models for a more thorough understanding of a patient's concerns, symptoms and resources and for planning treatment strategies for addressing mental ill health.
Further research is needed regarding the experiences and needs of patients in relation to existential meaningmaking in healthcare encounters. We also suggest investigating how the CFI could be adapted and used in psychiatric and primary care settings.
